I DEEPLY appreciate the honour conferred upon mne by the Council of the Section of Laryngology in inviting miie to open this discussion.
I will try to acknowledge the obligation by being both practical and brief. But I would crave some indulgence, for two reasons: If I speak much of the anatomy and pathology of the nose to a meeting of laryngologists, I may be classed with those who attempt to instruct their grandmothers how to extract the nourishmiient from the egg of the barndoor fowl; and if, in a gathering where one sees many distinguished practitioners and ophthalmologists, I venture to say much of diseases of the eye, I shall most certainly display an ignorance which m-ay make the faithful grieve, and cause the finger of scorn to be pointed at the specialist who views diseases only through a nasal speculum.
However, I will try to avoid these pitfalls by adhering closely to our text; by remembering my own conviction that the opener of a debate should be simply the pioneer who pegs oilt the ground, and not the miner who works it; and by recalling the repeated but friendly advice of our President, "Don't exceed fifteen minutes" ! When we glance at the illustration, which will shortly be thrown on the screen, you may all think, with Horatio, that it needs no ghost come from the grave to teach us that diseases of the eye and orbit must be affected by their proximlity to the nose and the accessory cavities. A perfervid orator once exclaimed that England was an island almost entirely surrounded by water! He may have inserted the word " almost " to avoid referring to Scotland, the predominant partner who sits at, if not on, the head of England. Well, the enthusiastic rhinologist may say more truly that the orbit and its contents are almost entirely surrounded by the air-spaces of the nose, and must necessarily be as much influenced by the currents of the latter, as England is by its seaboard.
Yet many of our recent text-books of ophthalmology are strangely silent on this relations-hip. They still talk of orbital cellulitis as a pathological entity, coming on " spontaneously "-whatever that means -and of its being followed by periostitis, abscesses, caries, and necrosis. Now the experience of the rhinologist is, that it is not the cellulitis which results in periostitis, abscess, and so forth, but that in the large majority of cases it is a septic process in these neighbouring nasal cavities which is the primary lesion, frequently leading to suppuration, necrosis, and orbital cellulitis.
Chronic periostitis is still in many text-books on eye diseases attributed to syphilis, rheumatism, or scrofula, instead of the much more frequent cause of nasal suppuration. As for thrombosis of the cavernous sinus, with its characteristic orbital manifestations, we still read in ophthalmic text-books that it is generally due to some injury or traceable to some remote lesion in the lips, neck, teeth, or throat. These certainly may occur, but my own researches indicate that suppuration in the nose and its annexes, or in the ear and mastoid, is a much more constant source of infection. That the orbit may be invaded by distension (from any cause) in the neighbouring accessory cavities is much more generally recognized, and that affections of the tear-duct, the lachrymal apparatus and the conjunctivee are frequently caused by diseases of the nose is well known.
The relationship of diseases of the optic nerve and the eve itself to rhinology has, in recent times, attracted a great deal of attention. Indeed, the literature on the subject is almost unwieldy, and such a gathering as the present appears ' to me particularly opportune for epitomizing the association of diseases of the nose and eye, and indicating how, why, when, and where this association may take place.
The anatomical relations will be glanced at presently, when we darken the room for the magic-lantern. As to the routes by which disease can extend from the nasal to the ophthalmic region we will have to-day to consider-, (a) Direct extension, as when a frontal mucocele bulges into the orbit, and a malignant nasal tumour invades it, or a suppurating ethmoiditis bursts into it.
(b) Obstruction and infection of the lachrymal passage, with consequent disturbances in the conjunctivae.
(c) Infection of the lymph channels, causing congestion, discoloration, or redness of the eyelids, or many of the functional disturbances of vision.
(d) Infection of the blood-stream, causing thrombosis of the ophthalinic vein or the cavernous sinus, or haemorrhagic retinitis, and. so forth.
And, lastly (e) reflex effects.
[Illustrations were then thrown on the screen to indicate some of the anatomical relations of the nose and its accessory sinuses to the orbit, the eyeball and the optic nerve.] DISCUSSION. Mr. F. RICHARDSON CROSS said the importance of the relationship of disease of the eye to affections of the nose had been thoroughly recognized for a long time. He said he began his work as a general surgeon, and had operated upon many cases of frontal sinus mischief; and realizing the importance of the connexion between the work of the nasal surgeon and the ophthalinologist, he had persuaded the Committee of -the Eye Hospital at Bristol to have a nasal surgeon associated with the Staff. Every practical ophthalmic surgeon would acknowledge the help that could be obtained from the rhinologist in dealing with sinus cases. Some cases of eye disease started in the nose, but his experience was that they were not very common; it was generally fairly obvious where the main centre of the disease lay, whether it was primarily a nose or an eye condition-though, no doubt, some were on the borderland, and the best line of treatment might be uncertain. All forms of sinusitis, particularly in frontal and anterior ethmoidal disease, might implicate the orbit; while inflammation of -the sphenoidal or posterior ethmoidal cells might be expected to involve the optic nerve at the apex of the orbit or in the optic chiasma. But evidence of implication of the nerves of sight was usually absent-definite abnormity of the optic disk was rare, because of the distance of the disease behind the eyeball; though some haze or pallor of the papilla might be present, especially if there was extension into the orbital cavity.
There might be complete absence of defective mnovement, or of tenderness in the eyeball. The most valuable test in these cases was by the perimeter; diminution in the temporal field, chiefly in its upper quadrant, suggested pressure on the chiasma, or intracranial portion of the optic nerve, as they lay in the sphenoid bone-while implication of the nerve at the foramen, or in its orbital portion, might cause peripheral narrowing of the field, or more probably a central defect, because the very delicate axial fibres were those most readily affected by the pressure. Mr. Cross illustrated his remarks by lantern slides showing charts of the visual fields in different cases.
